The eye cannot see what the mind does not know: female genital mutilation
Hanni Stoklosa, 1,2,3 Nawal M Nour 2, 4 It is estimated that 200 million women have undergone female genital mutilation (FGM) and of these, 44 million are girls younger than 15. 1 FGM is the removal of part or all of the female genitalia or organs for non-medical reasons and often takes place under traumatic, unsterile conditions. FGM leads to medical and psychiatric complications for the affected woman herself, and can harm future generations who may suffer from FGM-related complications of labour. Immediately after the procedure a girl or woman may experience haemorrhaging, sepsis, urinary retention and sometimes death. In the long term, women who have experienced FGM may suffer from chronic menstrual issues, urinary tract infections, dyspareunia, post-traumatic stress disorder or depression. Moreover, FGM may lead to increased caesarean section rates, and some studies have demonstrated increased rates of infant death. 2 FGM is a human rights violation, public health issue and form of interpersonal violence. Just as health professionals need to be equipped to respond to modern slavery, or human trafficking, domestic violence and sexual assault, they need to have the tools to care for those who have experienced FGM. 3 In 2012, the United Nations outlined the important role the health sector should play in responding to and preventing FGM:
Member states are called on to:
… protect and support women and girls who have been subjected to female genital mutilations and those at risk, including by developing social and psychological support services and care, and to take measures to improve their health, including sexual and reproductive health, in order to assist women and girls who are subjected to the practice; and to:
… develop, support and implement comprehensive and integrated strategies for the prevention of female genital mutilations, including the training of social workers, medical personnel. 4 The EMJ study by Fawcett and Kernohan, 'A retrospective analysis of 34 potentially missed cases of female genital mutilation in the emergency department (ED),' unfortunately reveals that the health sector is in early stages of FGM awareness. Among the 34 missed cases of FGM in this UK, ED-based study, the most striking are the FGM cases that were not discovered despite a documented genitourinary (GU) exam.
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WHO SHOULD BE TRAINED AND WHEN SHOULD TRAINING HAPPEN?
The first step for identification of FGM to occur is systematic education of health professionals. While the practice of FGM is highest in certain racial and ethnic communities, because of increased international migration, clinicians practising anywhere across the globe may encounter a patient who has experienced FGM. Moreover, all clinicians, including nurses, advanced practice providers, physicians and social workers across specialties of general medicine, emergency medicine and behavioural health, should be prepared to care for women who have experienced FGM. 6 Training should begin in health professional schools and should be incorporated along the entire health professional education continuum, including specialty training. If FGM is not on a healthcare provider's differential diagnosis, it will simply be missed.
HOW SHOULD HEALTH PROFESSIONALS BE TRAINED TO IDENTIFY, CARE FOR AND PREVENT FGM?
The mere knowledge of FGM is not sufficient. Despite the fact that obstetricians and gynaecologists in the UK generally have high levels of FGM awareness, most of the undetected FGM cases in Fawcett and Kernohan's study had their GU exams in the ED performed by obstetrics and gynaecology clinicians. 5 This means we need to advance our medical education efforts from abstract knowledge of FGM to the next phase: towards the application of clinical tools to screen and care for patients who have undergone FGM. 3 6 Some currently available clinical tools include the WHO's 'Care of girls and women living with female genital mutilation: a clinical handbook,' the FGM screening algorithm adopted by the Royal College of Emergency Medicine, and the UK's NHS' 'FGM Information Sharing system'. 2 5 7 The overarching principles of evidencebased, patient-centred and trauma-informed care must be used in shaping training for health professionals and creating response protocols. Current evidence-based practices are summarised in the 'WHO guidelines on the management of health complications from female genital mutilation.' Evidence from other complex social problems has shown us that the environment created for disclosure is often more important than the actual screening questions asked. 8 9 Screening should be done in a non-judgemental manner, in a private setting and with the use of interpretive services as needed. Patient-centred approaches for FGM are especially important, as each individual's cultural contexts are unique. For example, in some cultures, a woman's decision-making is expected to involve members of the family, especially her partner or female relatives.
Finally, health professionals can play a role in FGM prevention. In the postpartum period after delivering a daughter, a woman who has experienced FGM may be willing to engage in a conversation around the consequences of her daughter being cut. 2 Overall, we see Fawcett and Kernohan's article as the first step towards opening emergency clinicians' eyes and minds to FGM. 1 Our hope is that its presence in the medical literature spurs future action and research so that this vulnerable patient population can receive the care it needs, and that FGM might ultimately be prevented.
